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ABSTRACT
Background: Although inequality in access 
to health care for migrant patients is well 
described, less is known about inequalities 
originating within the health-care system 
regarding choice of diagnostic procedure, 
diagnostic delay, treatment options, secondary 
prevention and follow-up offered to patients 
with a refugee or immigrant background. 
Provision of specialized services for migrant 
patients, including case management with 
multidisciplinary physical, cognitive and social 
interventions, has been suggested as a way to 
tackle inequalities in response to a growing 
recognition of the complexity of both their 
health needs and the skills needed to meet 
these. However, categorical care is generally 
considered to be stigmatizing and to decrease 
care quality. The evidence base for both 
arguments is unclear. The aim of this review 
was therefore to investigate the effectiveness 
of specialized hospital-based case 
management for ethnic minority patients.
Methods: This review used a health 
technology assessment model, including 
a systematic search of literature in the 
PubMed, Embase, the Cochrane Library, 
Sociological Abstracts, the Cumulative Index 
to Nursing and Allied Health Literature 
databases and grey literature.
Results: Of the 5328 studies found in the 
literature search, only one matched the 
criteria for inclusion. It described a specialized 
tuberculosis-focused hospital-based treatment 
programme supported by a cross-disciplinary 
team that increased treatment completion 
among ethnic minority patients. Despite 
using broad search criteria and searching 
a wide range of migrant health-related 
information networks and databases, no other 
hospital-based migrant health clinics were 
identified. The single relevant study indicated 
that benefits of a specialized hospital-based 
migrant management programme might 
include reducing inequality and improving 
clinical outcomes. No studies supporting the 
argument that specialized hospital care is 
stigmatizing or reduces quality of care were 
identified.
Conclusion: The review highlights 
a fundamental lack of evidence against 
specialized care for ethnic minorities. In view 
of the current refugee situation in Europe, 
there is an urgent need to identify the best 
interventions for reducing inequalities in 
hospital care for ethnic minority patients.
Keywords: CASE MANAGEMENT, HEALTH-CARE DISPARITIES, PUBLIC HEALTH, MINORITY HEALTH, ETHNIC GROUPS
INTRODUCTION
BACKGROUND
Ethnic minorities experience heterogeneous morbidity 
rates, lower self-rated health, less coverage of 
preventive health care, lower quality hospital care 
and worse rehabilitation outcomes compared with 
general populations (1–5). Modern hospital-based 
health care is highly specialized and focused on 
health service delivery through fast-track clinical 
pathways, but these are not necessarily appropriate 
for patients with complex health issues requiring 
a multidisciplinary physical, cognitive and social 
investigation (6–10). The specific mechanisms through 
which the health-care sector creates or maintains 
inequalities in care are unclear, largely due to a lack 
of studies. This was demonstrated in a recent review 
of 30 years of intervention studies on health inequity 
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for ethnic minorities, which concluded that over 90% 
of interventions were aimed at changing patient 
behaviour and perception, while less than 9% aimed to 
make interventions within the health-care system (11).
So far, research on health inequality for refugees 
and immigrants has focused on preventive health 
care and inequality in access to health care (12–14). 
A smaller number of studies have indicated disparities 
in the type and quality of diagnostic procedures, 
treatment options and follow-up offered to patients 
with a refugee or immigrant background, as well 
as access to specialized services, organ transplants, 
experimental treatments and psychopharmacological 
treatments (4, 6, 15–17).
Accessing a modern health care system requires 
patients to have high levels of navigation skills and 
(health) literacy (18–20). Effective communication is 
therefore a crucial and fundamental precondition 
for successful cooperation between patient and 
health-care staff; unfortunately, this is often 
compromised by patients’ functional illiteracy or low 
health literacy combined with cultural barriers and 
a lack of cultural competency among health-care staff 
(21, 22). Furthermore, communication in health-care 
settings is generally influenced by technical and social 
factors that hinder information flow (23–25).
Patients’ communication and navigation skills may be 
further compromised by undiagnosed post-traumatic 
stress disorder, which may contribute to diffuse 
and unexplained somatic symptoms, low ability 
for self-care and failure to comply with diagnostic 
procedures and treatments (16, 26–31). As a result, 
clinical investigations may be terminated prematurely, 
symptoms may be overlooked or misinterpreted, 
and necessary treatment may not be prescribed or 
completed, leading to a large group of refugee and 
immigrant patients having long-term complicated 
diseases, multiple serious social and economic 
problems, and complex compliance failure (32). Patients 
with such health issues are essentially abandoned by 
the general health-care system. A failure to recognize 
the background of these complex health issues 
means that they are simply classified as stereotypical 
cultural or refugee problems and largely ignored in 
the clinical assessment (33, 34). For decades, it has 
been debated whether these inequalities should be 
addressed through migrant-specific interventions, 
diversity-sensitive health systems or an inclusive 
approach in which immigrants are covered by an 
overall improved health-care system. However, no 
studies that have aimed to document the effects of 
these model (1, 14, 35, 36).
DEFINING THE PROBLEM
European countries are facing multiple challenges with 
the current rapid increase in refugee numbers, and 
the unprepared health sector urgently needs effective 
ways of addressing clinical inequalities in specialized 
hospital settings (and the general health-care system). 
In the Department of Infectious Diseases, Odense 
University Hospital, Denmark, the Migrant Health 
Clinic (MHC) was established in 2008 in response to 
growing recognition that a significant group of ethnic 
minority patients did not have access to the same levels 
of prevention, treatment and rehabilitation services as 
the majority population. The primary purpose of the 
MHC is to document, alleviate and prevent possible 
adverse health consequences of inequality in health 
care. The MHC provides a possible interdisciplinary 
model to demonstrate how specialized intervention for 
this vulnerable patient group can be established and 
implemented in a hospital setting (32, 37).
Hospital-based case management in the MHC is defined 
as “a collaborative practice model including patients, 
nurses, social workers, physicians, other practitioners, 
caregivers and community” (38). The case management 
process encompasses communication and facilitates 
care along a continuum through effective coordination. 
The process is multifaceted and includes individually 
targeted communication and support, analysis of life 
stories, and clarification of the patients’ social and 
familial situations, as well as providing cross-sectoral 
coordination, mediation and assistance in applying for 
health-care and social services (16, 38).
Patients at the MHC are often vulnerable and have 
complex health problems. They include both sexes, 
with an average age of 42 years, and have resided in 
Denmark for 12 years on average. According to the 
patient administrative database at Odense University 
Hospital, the largest proportion of patients comprises 
refugees and immigrants from Iran, Iraq, sub-Saharan 
Africa, Afghanistan, the former Yugoslavia, Somalia, 
Turkey, Pakistan, Sri Lanka and some eastern 
European countries (in order of frequency of 
attendance; 2013) (16).
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Over the last 8 years, the MHC has created an 
extensive knowledge base on the clinical challenges 
encountered in ethnic minority patients derived from 
scientific evidence and Danish registries and from 
evaluating multidisciplinary interventions in the 
clinic (39). The purpose of the knowledge base is to 
map both the potential for improvement in the current 
health-care service and the needs of the patient 
group, and to document patient discrimination based 
on the complexity of health issues. A fundamental 
part of that work is to describe the evidence base 
for such clinics. Thus, as part of a health technology 
assessment (HTA) of the MHC, we conducted 
a systematic review of the literature. A description 
of MHC methods and a cost–benefit analysis of 
hospital-based case management have been published 
separately (38).
OBJECTIVE OF THE HTA AND 
LITERATURE REVIEW
The objective of the HTA and literature review was 
to investigate the prerequisites for implementing 
hospital-based case management for patients born in 
a country other than their country of residence and 
to compare the consequences of hospital-based case 
management and no case management (i.e. current 
practice). The HTA covered the four domains of the 
Danish HTA model: technology/clinical effectiveness; 
patient aspects; organizational prerequisites; and 
economic effects (40). This study reports the available 
evidence for clinical effectiveness only.
METHODS
The PICO mnemonic (patient/population, intervention, 
comparison, outcome) served as a general framework 
for designing the search strategy. Thus, we initially 
conducted searches on each of the PICO dimensions in 
each database, and then combined these searches into 
a single query for each database (Fig. 1). The outcome 
dimension was further subdivided according to which 
of the four HTA domains were the focus.
DATABASES
A search of databases relevant to the various HTA 
domains was performed (Table 1). We also included 
grey literature from the MHC archives, including 
internal evaluation reports, reports from professional 
associations and other materials not published in 
bibliographic databases. Box 1 lists websites that were 
searched for relevant grey literature.
Table 1 outlines the primary search terms by PICO 
dimension, with the search terms used in relation to 
the outcome dimension subclassified by the four HTA 
domains.
FIG. 1. FLOW CHART FOR LITERATURE SORTING
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TABLE 1. SEARCH WORDS AND DATABASES BY PICO DIMENSION AND HTA DOMAIN
PICO dimension (and HTA domain) Indexed keywords/search words Database
Patient/population Cultural diversity
Displaced persons
Emigrants/immigrants
Ethnic groups
Immigration
Minority health
Minority groups
Race/racial
Race relations
Racial disparity
Refugee
Minority/ethnic minority
Transient/migrant
PubMed
Embase
Cochrane Library
Sociological Abstracts
CINAHL
Intervention Cultural competency
Cultural mediator
Health-care administration
Health services administration
Migrant health clinic
Minority clinic
Minority health clinic
Patient advocate
Patient care management
Patient care planning
PubMed
Embase
Cochrane Library
Sociological Abstracts
CINAHL
Comparison Current practice –
Outcome
  Technology/clinical effectiveness Morbidity
Mortality
Post-traumatic stress disorder/PTSD
PubMed
Embase
Cochrane Library
  Patient aspects Cultural capital
Health attitudes, knowledge & practice
Health behaviour
Health literacy
Medication adherence
Patient compliance
Patient satisfaction
Quality of life
Self-care
Social capital
PubMed
Embase
CINAHL
  Organizational prerequisites Access to health care
Delivery of health care
Delivery of health care, integrated
Health-care disparities
PubMed
Embase
Sociological Abstracts
  Economic effects Health-care costs
Health-care economics and organizations
Occupational status
PubMed
Embase
Cochrane Library
CINAHL: Cumulative Index to Nursing and Allied Health Literature.
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STUDY DESIGN
We searched for efficacy studies containing the 
highest possible level of evidence. Our objective was to 
determine the clinical effectiveness of hospital-based 
patient care coordination.
INCLUSION AND EXCLUSION CRITERIA
We included relevant literature in English, Danish, 
Norwegian and Swedish from 2001 to 2011.
The initial search combining PICO and HTA elements 
yielded a large number of papers (>20 000), We 
therefore used a multisectional search strategy in 
which the literature search was carried out using 
each of the following four approaches: (i) Medical 
Subject Headings (includes only indexed literature); 
(ii) title (includes papers with the exact sequence of 
search words); (iii) phrases (captures papers within 
the search scope in which other subject terms have 
been used); and (iv) added together the results of the 
three searches to compensate for weakness in any of 
the strategies. A detailed description of the selection 
process can be found in the full HTA report and its 
appendices (41, 42).
Delimitation of the study design was only made  in the 
PubMed search, which undoubtedly contributed the 
largest number of hits (Table 2). In the PubMed search, 
we included the following study designs: clinical trials, 
meta-analyses, randomized controlled trials, reviews, 
comparative studies, controlled trials and evaluation 
studies. Purely descriptive studies were excluded. 
Studies with interventions that did not correspond 
to the definition of hospital-based case management 
used in the MHC were excluded (e.g. studies of 
non-profit-making health clinics for illegal Hispanic 
immigrants in the USA).
LITERATURE SORTING
The identified literature was imported into an EndNote 
X7.1 database (Thompson Reuter, Philadelphia, PA, 
USA) and duplets were removed. Literature was sorted 
independently by three of the authors (AMØ, JBC and 
MLE) according to the PICO criteria for inclusion and 
exclusion. The first stage of sorting was performed 
by reading the title and abstract and the second 
by reading full-text articles. Included articles were 
assessed for methodological quality before the final 
inclusion and categorized according to relevant HTA 
domains.
Disputes about the relevance of identified literature 
were resolved by joint examination according to the 
inclusion and exclusion criteria and, if necessary, 
involvement of a fourth assessor (MS).
BOX 1. WEBSITES SEARCHED FOR RELEVANT GREY 
LITERATURE
• Health Status of Ethnic Minorities literature database, 
Danish National Institute for Public Health, Denmark 
(http://www.si-folkesundhed.dk)
• MIGHEALTHNET: migrant health wiki 
(http://mighealth.net/)
• Danish Research Centre for Migration, Ethnicity and 
Health, University of Copenhagen, Denmark 
(http://mesu.ku.dk/)
• National Competency Unit for Minority Health, 
Norwegian Center for Minority Health Research, Norway 
(https://www.nakmi.no/)
• Documentation Center about Immigrants, Refugees and 
Racism, The Immigrant Institute, Sweden 
(http://www.immi.se/)
• Arkansas Minority Health Commission, USA 
(http://arminorityhealth.com/)
• Alta Bates Summit Medical Center, USA 
(http://www.altabatessummit.org/)
• California Pan-Ethnic Health Network, USA 
(http://cpehn.org/)
• Eliminating Racial and Ethnic Health Disparities, Centers 
for Disease Control and Prevention, USA 
(https://www.cdc.gov/minorityhealth/)
• Victorian Refugee Health Network, Australia 
(http://refugeehealthnetwork.org.au/)
• Migrant Clinicians Network, USA 
(http://www.migrantclinician.org/)
• Health Disparity Solution Center, Michigan, USA 
(https://mghdisparitiessolutions.org/)
• National Institute for Health and Clinical Excellence, 
United Kingdom (https://www.nice.org.uk/)
• Economic and Social Research Council Centre for 
Evidence in Ethnicity, Health and Diversity, United 
Kingdom http://www.thehealthwell.info/node/36007)
• European Cooperation in Science and Technology 
(http://www.cost.eu/) – European Union framework 
supporting transnational cooperation among 
researchers, engineers and scholars across Europe under 
the European Commission Horizon 2020 programme
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TABLE 2. RESULTS OF LITERATURE SEARCH, DISPLAYED BY DATABASE, PICO DIMENSION AND HTA DOMAIN
Database PICO dimension (and HTA domain) No. of hits (including limitsa)
PubMed Patient/population 76 388 P+I
18 854
P+I+Ototal
4107Intervention 908 107
Outcome
  Technology/clinical effectiveness 268 998 P+I+Otech
2441
  Organization prerequisites 318 017 P+I+Oorg
9912
  Patient aspects 166 442 P+I+Opat
3376
  Economic effects 395 938 P+I+Oeco
6953
Embase Patient/population 241 321 P+I
1154
P+I+Ototal
284Intervention 10 427
Outcome
  Technology/clinical effectiveness 412 584 P+I+Otech
59
  Organization prerequisites 5238 P+I+Oorg
99
  Patient aspects 257 653 P+I+Opat
142
  Economic effects 67 886 P+I+Oeco
23
Cochrane Library Patient/population 5450 P+I
2700
P+I+Otech + eco
664Intervention 79 680
Outcome
  Technology/clinical effectiveness 10 162 P+I+Otech
162
  Economic effects 16 992 P+I+Oeco
541
Sociological Abstracts Patient/population 69 103 P+I
699
P+I+Oorg
31Intervention 1062
Outcome
  Organization prerequisites 864
CINAHL Patient/population 51 660 P+I
4488
P+I+Opat
586Intervention 80 085
Outcome
  Patient aspects 96 882
Total 5672
Total – duplets (344 articles) 5328
CINAHL: Cumulative Index to Nursing and Allied Health Literature.
aI: intervention; O: outcome; P: patient/population; eco: Economic effects; org: Organization prerequisites; pat: patient aspects; tech: 
technology/clinical effectiveness.
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A κ coefficient of 0.23 was calculated, demonstrating 
weak correlation among assessors and highlighting 
the difficulty in defining clear boundaries for inclusion 
and exclusion in complex interventions. As there were 
no set boundaries and very similar features between 
our MHC and other corresponding interventions, 
an extensive list of broad search terms was used to 
capture as much relevant literature as possible. The 
inevitable trade-off between precision and recall in 
literature retrieval (in this case at the cost of precision) 
can explain the low κ coefficient value.
Finally, quality assurance of the initial sorting process 
(by AMØ, JBC and MLE) was performed by the fourth 
author (MS), who assessed the relevance of a random 
sample of 100 hits from the original 5328 hits using 
previously defined parameters. Agreement between 
the initial sorting and the relevance assessment was 
100%.
RESULTS
In total, 5672 articles were retrieved from the initial 
systematic search of databases. Table 2 shows the 
results of the search by database and the total number 
of retrieved articles before and after deletion of 
duplets (344 articles).
The 5328 articles were sorted according to explicit 
inclusion and exclusion criteria. The first round of 
sorting was carried out by two authors independently, 
resulting in the inclusion of 43 articles for the next 
round of sorting (<1% of the initial 5328 hits identified 
after deleting duplets). This illustrates the complexity 
and diversity of the intervention and the difficulty 
of defining the core components of the intervention; 
these factors could hamper the development of 
a sufficiently comprehensive and specific search 
strategy. The literature sorting process is illustrated by 
a flow chart (Fig. 1).
The final result of the sorting process was a single 
article by Goldberg et al. matching the inclusion 
criteria. It described a study carried out in partnership 
between Washington’s Harborview Medical Center 
and a tuberculosis clinic using a hospital-based team 
of mediators for communication between hospital 
specialties, communities and ethnic minority patients. 
The included study has a pretest/post-test design 
with no control group (i.e. a quasi-experimental 
design). However, we have not identified checklists 
for the quality assessment of quasi-experimental 
studies, so this was omitted. Consequently, the study 
results should be interpreted with caution, since the 
effectiveness of the intervention cannot be reliably 
attributed to the intervention alone.
With the aim of increasing the number of newly 
arrived refugees being tested and (if infected) 
completing treatment for latent tuberculosis, Goldberg 
et al. described a bilingual, multicultural case 
management approach (i.e. cultural case management 
[CCM]) to controlling and treating latent tuberculosis 
in refugees from the former Soviet Union, the former 
Yugoslavia and Somalia (43). The effect of CCM was 
examined in a comparative study using data before 
and 18 months after start-up. The CCM approach 
included home visits, individually customized 
education on tuberculosis and referral to additional 
health and social services. In this way, the CCM 
intervention is similar to the MHC methods.
The CCM approach improved the rate of treatment 
completion (37% vs 82%, P < 0.001) and increased the 
percentage of patients initiating treatment (73% vs 
88%, P < 0.001). The introduction of a new and more 
targeted approach to managing latent tuberculosis 
was therefore associated with increased acceptance 
and treatment completion among newly arrived 
refugees (36).
DISCUSSION
This systematic literature review found that 
hospital-based case management health clinics for 
ethnic minority patients similar to the MHC are 
rare and have not been scientifically evaluated. 
Evidence for the effects of hospital-based care 
coordination for refugee and immigrant patients is 
even more limited. A search in relevant networks, 
websites and other sources confirmed that if similar 
clinics or interventions do exist they have not been 
documented on any of the existing relevant migrant 
health platforms, conferences or networks (which 
were all included in this literature review). The only 
identified study that fulfilled the search criteria was 
a disease-specific approach to hospital-based patient 
support for ethnic minority patients. Therefore, the 
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MHC is probably one of the first hospital-based MHCs 
in Europe.
Categorical care for ethnic minorities is generally 
considered to be stigmatizing and to decrease the 
quality of care (35, 44, 45). However, the present 
literature review found no evidence to support this. On 
the contrary, ethnic minority patients continue to have 
negative experiences when encountering the existing 
(i.e. non-categorical) health-care services and have 
reported difficulties in obtaining the same quality of 
care as the general population (46–48). Ethnic minority 
patients have more side-effects, more complications 
after treatment, more frequent readmission and worse 
disease control, and are asked to sign patient consent 
forms less often (49–53). There is therefore no evidence 
to support the existing paradigm that ethnic minorities 
would not benefit from specialized health care.
Frequent fragmentation of hospital care for patients 
with multiple chronic conditions is a barrier to 
effective care for these patients [31]. Lack of care 
coordination for patients with complex disease 
leads to higher costs and worse outcomes, not least 
among ethnic minorities [32]. Hospital-based case 
management (also defined as hospital-based care 
coordination in the patient advocacy model) seems 
feasible, but the evidence base for case management in 
general is insufficient: it is mostly disease specific, with 
most studies describing coordination between primary 
and secondary care (33–35).
In a study of experiences with the use of cultural 
mediators in health care in 2006, the Danish National 
Board of Health emphasized that the approach to 
resolving problems for ethnic minority patients 
(specifically, what should be done and why) varies 
from country to country and is closely related to 
experiences of practical problems (54). Key to this are 
countries’ migration patterns and the characteristics 
of minority populations including their composition, 
disease patterns and status. This results in different 
organizational models that are rarely directly 
comparable across national borders.
The present study used quite broad and nonspecific 
search terms to ensure a high level of literature 
retrieval. Consequently, precision was low, meaning 
that full literature retrieval included a large number 
of irrelevant hits. This highlights a need for more 
detailed descriptions about the activities in the MHC 
(e.g. workflows, theory of change, core elements, 
mechanisms) to further develop the intervention for 
future scientific examination and comparison. Thus, 
the criteria for inclusion and exclusion may seem 
rather vague but the lack of specificity reflects the lack 
of clear boundaries of the intervention.
Accordingly, a lot of the published literature on 
hospital-based care coordination for ethnic minorities 
uses terms such as patient navigation and CCM to 
classify the intervention. However, these terms are 
not clearly defined: they are variously described as 
being tightly integrated in certain specialties in some 
hospitals to being a more peripheral, autonomous 
system, and from being provided by full-time 
health-care professionals to be delivered by volunteers 
or fellow patients. However, interventions based on 
these concepts share a number of common features 
(55, 56).
• They target individual patients rather than 
populations or patient groups.
• They aim to reduce delays in patient care 
pathways and ensure timely diagnosis and 
treatment.
• They typically involve identifying patient needs 
and addressing barriers to health-care access, 
including linguistic and financial problems, 
along with providing health-care education, 
psychosocial support and coordination (including 
paperwork, cross-sectoral planning and 
communication).
These commonalities are in accordance with 
the principles of the MHC hospital-based care 
coordination. CCM is also the essence of Goldberg and 
colleagues’ work, as reported in this systematic review. 
A general search in PubMed using the search terms 
“patient navigation” and “case management” reveals 
a rising focus on the general need for and effectiveness 
of individual-level interventions for care coordination 
in the health-care system for both minority patients 
and those in low-income, underserved communities 
(57), as well as diabetes patients (58, 59) and those with 
various other diseases (60–62).
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Most of the literature identified in the systematic 
search but not included in this review described 
small demonstration projects without a control group 
or randomization and with a small sample size. In 
addition, interventions often comprised a number of 
separate subinterventions – some more compatible 
with the MHC hospital-based care coordination 
than others. These subinterventions were typically 
evaluated together as part of a comprehensive 
intervention package. This makes it impossible to 
identify which subinterventions are most effective 
with the aim of comparing them directly with the 
elements of MHC hospital-based care coordination in 
randomized, controlled trials.
The common and most central feature of 
hospital-based care coordination (or patient 
coordination, (cultural) case management, patient 
navigation etc.) is the focus on an individual level, 
patient-centred approach adjusted to local health 
system features and to perceptions of illness 
and health. This sort of intervention can, in HTA 
terminology, be characterized as a complex, social 
technology in which the organization of technology 
delivery (i.e. hospital-based care coordination) has 
a great impact on the clinical effects/outcome of the 
intervention. Certain effects are thus only realized 
under certain conditions because contextual factors 
influence the intervention to a degree that makes 
causal inference between intervention and outcome 
highly difficult. This could explain why this review 
did not identify any high-quality effectiveness studies 
(in terms of evidence-based medicine methodology). 
Moreover, a limitation of the search strategy may be 
that we restricted it to efficacy studies only.
The review also shows that care coordination is 
described using many terms that are difficult to define 
owing to their context specificity. Future evaluation 
could benefit from using qualitative approaches and 
descriptive studies to unravel the so-called black box 
of intervention components and describe the perceived 
and theoretical connections between inputs and 
outcomes of the intervention.
In conclusion, hospital-based case management offered 
to migrant patients is an unreported area of research. 
To investigate the effectiveness of hospital-based 
case management for these patients, more research 
is needed to explore which interventions are being 
used. It would be interesting to include research on the 
managerial and political aspects of hospital-based case 
management. In addition, the conceptual ambiguity 
of case management can be ascribed to the field being 
relatively new. Thus, clear and agreed definitions for 
research terminology are also necessary.
There is no evidence to support the opinion that ethnic 
minorities would not benefit from specialized care. 
On the contrary, most studies report a systematically 
lower quality of hospital care for immigrants, and the 
ability of specialized hospital services such as the MHC 
at Odense University Hospital to tackle the evident 
disparities in care should be investigated further. 
In view of the current refugee situation in Europe, 
there is an urgent need for studies that document 
interventions that can reduce global inequalities in 
hospital care for ethnic minority patients (31, 63).
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